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Adenoid cystic carcinoma is well known in the major salivary glands and in the oropharynx. It occurs much less commonly in the oesophagus. Because of the tendency to underestimate the number of reported cases an attempt is here made to bring together those cases documented in the English literature. Craniopharyngioma, although not rare, is not a common tumour, and the occurrence of both craniopharyngioma and adenoid cystic carcinoma of the oesophagus in one patient has not, to our knowledge, previously been reported.
CASE REPORT
A 51-year-old solicitor presented with a six-week history of dysphagia and backache. Solid foods tended to stick half-way, causing pain in the small of the back, and he had lost 2 kg in weight.
His previous history included craniotomy for a craniopharyngioma (Mr. L. Walsh) seven years previously. A loculated collection of cerebrospinal fluid impinging on the optic chiasma was evacuated, and the capsule of a cystic structure posterior to this was removed. He had radiotherapy postoperatively and did well. Some years before this operation he had been treated for alcoholism. Since craniotomy he had been on corticosteroid and thyroid replacement therapy.
On the present admission physical examination was non-contributory. Bar-um (Fig. 1) . The epithelium was supported by loose connective tissue which showed a mild chronic non-specific inflammatory infiltrate. The appearances were those of a craniopharyngioma.
In the oesophageal specimen the squamous epithelium was stretched over a tumour. There were a few small areas of ulceration, but in no case was there continuity between the tumour and the squamous epithelium. The tumour was composed of cell masses of various sizes. These masses had, in general, a cribriform appearance, the cell groups being broken up into strands and small clumps by a loose fibrous stroma (Fig. 2) . This stroma could be seen to communicate with the stroma outside the clumps, and in places it showed cystic degeneration. The cells of the tumour were 'basaloid' with relatively uniform nuclei but with a high mitotic rate. Invasion of muscle was present (Fig. 3) Rojas and Vallecillo (1959) had reported the only previous case, but these latter authors said that theirs was the second case and mentioned a third case in the addendum to their paper. Further, they failed to mention the report of Bergmann and Charnas (1958) .
Although Jackson (1925) Of the acceptable cases of oesophageal adenoid cystic carcinoma, the tumour is slightly commoner in men (7: 5). The age range is 51-72 years, almost half the patients being in their fifties. The majority of the tumours have occurred in the mid-oesophagus and most patients had dysphagia for two to six months preoperatively. The prognosis is poor. Of the patients who survived the immediate postoperative period, none has survived longer than two years and all of these are reported to have had widespread metastases.
The histogenesis of the tumour is still in dispute. Mainly on the basis of the (then) extreme rarity of the tumour, Bergmann and Charnas (1958) suggested that it arose from tracheobronchial rests in the oesophagus. Most other authors have considered that it arises from the deep submucosal oesophageal glands. These are derived from stratified squamous epithelial outgrowths which have penetrated the submucosa, and their ducts are lined by stratified cuboidal epithelium. Thus, on purely morphological grounds, these glands are worthy of consideration as the basis of the adenoid cystic carcinoma. Benisch and Toker (1972) suggest that the tumour may arise from either the surface or the adnexal epithelium. Although their argument is unconvincing (and is anticipated by Bergmann and Charnas (1958) , whom they do not quote), it is interesting that the tumour established continuity with the surface epithelium over minute areas in two of Azzopardi and Menzies' (1962) cases.
The most unusual feature of the patient here reported is the occurrence of both craniopharyngioma and adenoid cystic carcinoma of oesophagus. Cranio-pharyngioma accounts for about 3% of all intra-cranial tumours and is usually said to arise from squamous rests in the pars tuberalis of the pituitary. There are certain superficial similarities between the two tumours. Both are cystic, although the cysts are microscopic in the carcinoma and tend to be macroscopic in the pituitary tumour. In both cases, the 'type' cell of the tumour has similarities to the basal cell of the skin. In the adenoid cystic carcinoma this resemblance is spurious and in the craniopharyngioma maturation to a squamoid cell type is common. However, the tumours differ radically in their behaviour; craniopharyngioma, though it compresses surrounding structures, very rarely infiltrates and has not been reported to metastasize, in contrast to the described behaviour of adenoid cystic carcinoma of the oesophagus.
Tumours with an adenoid cystic growth pattern occur most commonly in the salivary gland. Less commonly, they arise from the bronchus, breast, skin, and vulva as well as the oesophagus. The behaviour of the tumour very much depends on the site of origin. In the salivary gland it is always malignant and is capable of distant metastases (Hertig, 1957 
